The recent paper by Jiang and colleagues[@b1] regarding the characteristics of persons who made medically serious suicide attempts in rural Shandong Province from August 1998 to August 2000 reaffirmed observations reported by Phillips and his colleagues from the mid-1990s to the middle of the first decade of the 21^st^ century.[@b2]--[@b5] Specifically, the characteristics of suicide decedents and of near-fatal suicide attempters were different from what has been encountered in the United States, European Union, Australia, and other economically developed countries. More were women, fewer had major diagnosed psychopathology, and many more had near-term stressful life events preceding relatively sudden, often unplanned (or low-planned) suicides.

These findings by Jiang and colleagues again invite two key questions raised by the original reports. Is suicide different in China? Is suicidal behavior different in China? These are overlapping but not identical issues. The prevalence and outcome of suicidal behavior depends on the interaction of multiple factors including (but not limited to) gender, age, life circumstances, mental state, and the method chosen.[@b6] The most striking feature of suicidal behavior in rural China -- at least until recently -- has been the great preference for using highly lethal, readily available pesticides. I have often wondered whether the unique demographic and other characteristics of suicide in China would be different if pesticides were not so easily available.

Let me explain. Suicidal behaviors that result from relatively sudden, unplanned acts among individuals with low levels of psychopathology are common in the United States and elsewhere (especially in adolescent girls and younger women) -- but they rarely lead to fatal outcomes. The available medications and chemicals that are ingested in high-income countries are not agricultural poisons but, rather, the much less toxic compounds that are typically found in a person\'s bathroom medicine cabinet. In essence, for this subgroup of low-planned suicidal behaviors, there is little overall difference in the circumstances of the suicidal acts when comparing China and high-income countries, but there are extraordinary differences in the outcomes because of the very different case-fatality ratios. A recently reported community survey from rural Sichuan Province in China found that attempts occurred at a rate similar to other countries and regions, which suggests that it is less the behavior than the chosen method that makes a difference.[@b7] Moreover, limited access to high-quality emergency medical interventions may be another reason for the higher case-fatality ratios in China, particularly in rural China, than in nations with extensively developed medical systems.

To answer the two questions noted above, I would say that [*suicide*]{.ul} in China, as it was described epidemiologically from the 1990s into the 21^st^ century, was very different from suicide as described epidemiologically in other countries. But that does not mean that the patterns of [*suicidal behavior*]{.ul} are different. In fact, I suspect that many of the behaviors are quite similar, but the fatal nature of attempts is a direct result of the lethality of the method rather than what occurred before the intentional ingestion.[@b8]

It is intriguing that the data presented by Jiang and colleagues are more than a decade old. I suspect that suicide (epidemiologically speaking) is changing as rapidly as the rest of China. China\'s phenomenal economic transformation, as well as public policies arising from the dangers of early-generation pesticides, may have been transforming the 'suicide picture' in as yet unstudied directions. Moreover, there are few papers published in the international literature about the demographic pattern and characteristics of suicide in urban China -- which already constitutes more than half of the population -- although this will be a future priority.[@b9] I anticipate that subsequent research will identify the following trends.

A.  Suicide in rural regions will decline. Close scrutiny will reveal that this is less a reflection of fewer attempts and more the result of a lower case-fatality ratio due to a decline in the use of the most lethal pesticides. Other broad contextual factors related to this decline may include the improving economic status of rural families and their greater access to health services.

B.  The pattern of suicide in urban areas will also change. I would anticipated that in major metropolitan regions there will be a combination of an 'urban pattern' among long-time residents and a 'rural pattern' (perhaps including the use of pesticides) among migrant workers and their families. Over the course of time, however, I would expect that there will be a gradual shift among the rural-urban migrants to patterns and methods of suicide that are common to other urban environments, such as jumping, hanging, charcoal burning (i.e., carbon monoxide poisoning), and the use of other gases. The proportion of suicides by pesticide ingestion will decrease accordingly.

Note that I am not predicting that [*suicidal behaviors*]{.ul} will change. Rather, I am suggesting a focus for future epidemiological studies on suicide in China: the role that changing access to methods in the context of rapid urbanization can have on the prevalence, demographic characteristics and methods of fatal suicidal behavior. In parallel with this focus, it is clearly time for the systematic development of urban suicide research in China. Urban-centered studies can, among other things, monitor the role of massive internal migration (that has served as the workforce engine supporting the country\'s rapid economic growth) on patterns of suicide by identifying the location of death, the location of birth, and the location of formal residence (i.e., hukou) of all suicide decedents.
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